PRINTED: 02/01/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435083 B. WING 01/27/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2421 YORKSHIRE DR
THE NEIGHBORHOODS AT BROOKVIEW
BROOKINGS, SD 57006
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

Surveyor: 41088

A COViID-19 Focused Infection Control Survey
was conducted by the South Dakota Department
of Health Licensure and Certification Office on
1/26/21 and 1/27/21. The Neighborhoods at
Brookview was found in compliance with 42 CFR
Part 483.10 resident rights and 42 CFR Part
483.80 infection control regulations: F550, F562,
F563, F583, F880, F882, F885, and F886.

The Neighborhoods at Brookview was found in
compliance with 42 CFR Part 483.73 related to
E-0024(b)(6).

Total residents: 73
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